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ABSTRACT
Background: The concept of maternal near miss is assumed to be a better indicator than maternal mortality alone for
designing, monitoring, follow up and evaluation of safe motherhood programmes. Objective of present study was to
find out the causes of near miss maternal mortality according to WHO and to prevent it.
Methods: It is a prospective study of one year. Cases of maternal near miss were diagnosed and treated according to
WHO definitions, which included severe maternal complications, life threatening conditions and critical
interventions.
Results: In present study hemorrhage (53%) was the leading cause of maternal near miss followed by hypertension
(26%) rupture uterus (13%) and obstructed labour (6.6%). Anemia is the major contributory factor (93%) of near miss
in present study.
Conclusions: To reduce near miss cases there should be major policy changes at the administrative level, it should be
well implemental at the health care level and last but not the least people should be made aware of these schemes
specialty by TV. Internet and smart phones in this high tech 21 st century.
Keywords: Critical interventions, Life threatening conditions, Near miss maternal mortality, Severe maternal
complications

INTRODUCTION
The concept of maternal near miss is assumed to be a
better indicator than maternal mortality alone for
designing, monitoring, follow up and evaluation of safe
motherhood programmes.1-3
According to WHO, National near miss refers to a woman
who nearly died but survived a complication that
occurred during pregnancy, child birth or within 42 days
of termination of pregnancy.4
To implement the maternal near miss approach, WHO has
done extensive research and provided essential
operational definitions.4 They are severe maternal

complications, life threatening conditions and critical
interventions.
Severe maternal complications include diseases that
threaten a woman’s life during pregnancy and labour and
after termination of pregnancy. A summary list of these
conditions has been produced by the WHO working
group on maternal deaths and morbidity classifications.5
they are severe post partum haemorrhage, severe
preeclampsia,
eclampsia,
sepsis/severe
systemic,
infection, rupture uterus and contributory/associated
conditions.6
Life threatening conditions (organ dysfunction) include
cardiovascular dysfunction, respiratory dysfunction, renel
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dysfunction, coagulation/haematological dystuction,
hepatic dysfunction, neurological dysfunction and uterine
dysfunction.4 On the same women several life-threatening
conditions may be present and if helps to Identify the
pattern of intensive support needed by women with
severe complications arriving at the health care facility.
Critical interventions.4 are those that are required in the
management of life threatening conditions. Blood
transfusion, interventional radiology and laparotomy
(including hysterectomy and other emergency surgical
interventions in the abdominal cavity, but excluding
caesarean section) falls into this category and admission
to intensive care unit.
Thus, near miss maternal mortality is a measure of health
care system of that country. When a patient of near miss
maternal mortality is admitted in the hospital all the
medical and para- medical staff of the hospital inducing
the senior doctors become alert at the highest level and all
the efforts are made to save the patient to prevent
mortality. In these cases, we have very little time between
life and death so the hospital staff comes in the mode of
red alert and even the doctors are in very stressful
conditions and in the long run even doctors suffer from
hypertension, diabetes and ischemic heart disease. So,
every effort should be made to find out the cause of these
near miss cases and to prevent it.
METHODS

immediately sent to O.T., simultaneously all the
investigations were sent and blood was arranged. Senior
doctor was called in O.T., and suturing of incision or
caesarean hysterectomy was done.
RESULTS
2199 deliveries were conducted in one year, out of which
60 were near miss cases. This comes out to be the
incidence of 2.7%. All the patients were of poor
socioeconomic status, unbooked, illiterate and of rural
areas. All the patients had delay of at least 6-12 hours in
reaching the hospital, firstly because their relatives were
unable to recognise the alarming signs and symptoms and
then there was delay in arranging the transport due to
poor financial status. So, the Golden period of early 1-2
hours were lost which can save the patients.
Table 1: Distribution of cases according to maternal
age.
Age
< 20 years
21-30 years
31-40 years
Total

No. of cases
4
44
12
60

%
6.6
73
20

Maximum no. of cases (73%) were in the age group of
21-30 years.

It is a prospective study done in Muzaffarnagar Medical
College for one year, from January 2016 to December
2017.

Table 2: Distribution of cases according to parity or
gravidity as present study included both Antenatal
and postnatal cases.

All the patients with severe maternal complications and
life threatening conditions were identified and critical
interventions were made in quick and aggressive manner
after putting the department of Obstetrics and
Gynaecology in high alert and involving all the senior
medical and para medical staff. History was taken
regarding the socioeconomic status, education, Antenatal
care, mode of transport. Complete general and Obstetrics
examination was done and treatment was started very
quickly and in aggressive manner to prevent mortality as
we have very little time between life and death. So, all
efforts were made to prevent mortality.

Parity or gravidity
Primi
2nd and 3rd
4th and more
Total

Most of the patients of severe PPH were home delivery
and they came in shock. They all were admitted in ICU.
Immediate resuscitative measures were done, all the
investigations were sent, blood was arranged and most of
them have to put-on vasoactive drugs.
Patients of severe preeclampsia and eclampsia were
examined, liver function test, kidney function test and
coagulation profile was sent and pregnancy was
terminated. Postoperative or post delivery, monitored for
cardiovascular, coagulation, respiratory and neurological
dysfunction and intensive treatment was given. All the
cases of rupture uterus and obstructed labour were

No. of cases
12
20
28
60

%
20
33
46

Maximum no. of cases (46%) were of 4 th para or more.
These patients are more prone to maternal near miss.
Table 3: Distribution of cases according to delivery
status.
Delivery status
Antenatal
Post Natal
Abortion
Total

No. of cases
48
8
4
60

%
80
13
66

Maximum no. (80%) were antenatal cases, followed by
postnatal and abortion cases.
Most of the patients had 2-3 severe maternal
complications so it is very difficult to prevent maternal
mortality. Anemia was major contributory factor and was
present in 93% of cases.

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Volume 6 · Issue 10 Page 4319

Tyagi S. Int J Reprod Contracept Obstet Gynecol. 2017 Oct;6(10):4318-4322

Table 4: Distribution of cases according to severe
maternal complications as defined by WHO.
Severe maternal complications
Severe PPH
Sever preeclampsia
Eclampsia
Sepsis/severe systemic infections
Rupture uterus
Contributory conditions
Anemia
Previous 2 LSCS with placenta
percreta
Obstructed labour

No. of
cases
32
4
12
4
8

%
53
6.6
20
6.6
13

56

93

4

6.6

4

6.6

Total no. of patients is 60. There is overlapping of cases as
single patient has 2-3 severe maternal complications.

Anemia with severe preeclampsia and eclampsia (26.6%)
was present in most of the Antenatal patients and most of
them ended up in DIC and PPH (32%). So, this triple
severe maternal outcome in some patients was most
difficult to treat.
Table 5: Distribution of cases according to life
threatening conditions as defined by WHO.
Life threatening conditions
Cardiovascular dysfunction
Coagulation dysfunction
Respiratory dysfunction
Neurological dysfunction
Hepatic dysfunction
Uterine dysfunction
Laparotomy with suturing of
incision
Caesarean hysterectomy

No. of cases
32
4
12
4
3
12

%
53
6.6
20
6.6
5
20

8

13

4

6.6

Total no. of patients are 60 out of 2199 deliveries. There is
overlapping of cases as single patient had 2-3 life threatening
conditions.

Other combined severe maternal complications were
home delivery with severe PPH (32%) with sepsis (4%).
In most of these patients there was delay in arranging the
transport and all of them were in a state of shock when
they reached the hospital.
Rupture uterus (13%) was another severe maternal
complication. Most of these patients were previous 2
LSCS with full term pregnancy and they came in labour
with rupture uterus.
On history taking it was found either they were not
counselled or they were misleaded by dias that they can
be delivered vaginally.
Some of the less frequent cases (6.6%) were previous 2
LSCS with placenta percreta involving the bladder and
(6.6%) cases were of obstructed labour from remote rural
areas and last but not the least were the cases of medical

abortion who took medical abortion drugs directly from
medical stores, had severe bleeding at home and were
admitted with haemorrhagic shock.
Table 6: Distribution of cases according to critical
intervention as defined by WHO.
Critical intervention
Blood transfusion
Laprotomy and caesarean
hysterectomy
Admission to intensive care unit

No. of cases
40

%
66

12

20

60

100

Most common was cardiovascular dysfunction (53%)
followed by respiratory dysfunction (20%) and uterine
dysfunction (20%).
Total number of patients are 60. All the patients (100%)
were admitted to intensive care unit. 66% had blood
transfusion and 20% had laparotomy.
DISCUSSION
In present study, there were 2199 births in one year. In
present study prevalence of near miss according to severe
maternal outcome is 5.6%, according to life threatening
conditions is 3.5% and according to critical intervention
is 5%.
According to systematic review published in 2004 Say L
et al, prevalence of near miss is 0.80-8.23% according to
severe maternal outcome, 0.38-1.09% according to life
threatening criteria and 0.01-2.99% according to critical
intervention.7 Our prevalence is more according to life
threatening conditions and critical intervention because
ours is a rural based study in developing country
according to SM.C.
In present study haemorrhage is the leading cause of near
miss (53%) followed by hypertension (26%), rupture
uterus (13%) and obstructed labour (6.6%). Anemia was
the major contributory factor (93%) of near miss in
present study. It also suggests that causes of near miss are
similar to causes of maternal deaths prevailing in that
area.
A study by Khan KS et al also reported that Haemorrhage
was the leading cause of maternal death, in Africa
(33.9%) and Asia (30.8%).8 Thus it is in accordance with
present study as they are both from developing countries.
Anemia was also reported to be an important cause and
contributory factor to maternal mortality and severe
maternal morbidity by Rajaram P, et al in 1995.9
A study by Halder A et al in 2014 also evaluated organ
dysfunctions according to WHO near miss criteria and
reported that cardiovascular and respiratory dysfunctions
were the most frequently seen organ dysfunctions.10
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Cardiovascular dysfunction was present in 53.73%,
respiratory dysfunction was present in 60.19%,
coagulation dysfunction in the form of failure to form
clot in 36.31% and uterine dysfunction in 32% of cases.
In present study, also cardiovascular (53%) was most
frequent followed by respiratory dysfunction (20%) and
uterine dysfunction (20%).
A WHO multicountry survey (WHOMCS) on maternal
and new born health was conducted across 29 countries
in Asia, Africa and latin America among 357 centers and
showed that older, less educated, and high parity mothers
with caesarean deliveries were more likely to have severe
maternal outcome.11

relatives should be made aware of the health
programmes, specially in rural areas by TV and
newspapers and in this high tech society internet,
smartphones and mobile health care facilities can be used
to identify and transfer the patients of maternal near miss
mortality to higher centres to prevent, mortality.
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